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Uncommon location and atypical presentation of an osteoid osteoma of the scaphoid can pose a diagnostic challenge.[@ref1] Because of its intraarticular location, it can present with synovitis which is more commonly reported for other intraarticular locations like hip and elbow and rarely reported at the wrist.[@ref2] Synovitis of the wrist resulting from intraarticular perforation of the osteoid osteoma of radial styloid has been reported only once.[@ref3] Scaphoid osteoid osteoma can present with synovitis, but following its perforation, the synovitis may be exuberant and may mimic inflammatory pathologies like monoarticular rheumatoid arthritis or tuberculosis. We report a case of the intraarticular perforation of the osteoid osteoma of the scaphoid causing synovitis.
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=======================================

A 15 years old girl presented with complaints of pain and swelling over the left wrist for 3 months. She associated the onset of pain to a direct injury to wrist while playing. The pain was mild to begin with and responded to Ibuprofen. The pain later became severe and did not respond to anti-inflammatory drugs. The patient also noted a swelling on the radial aspect of the wrist. The swelling had been gradually increasing in size \[[Figure 1a](#F1){ref-type="fig"}\]. The range of movement at the wrist joint at presentation was dorsiflexion of 45° and palmarflexion of 20°. The grip strength of the left hand was 4 kg as compared to 18 kg at the right dominant hand. Her past medical and family history was unremarkable. Serologic workup performed showed a negative rheumatoid factor, a white blood cell count of 6000 cells/mm[@ref3], a C-reactive protein of 0.6 mg/L, and a sedimentation rate of 15 mm in the first hour. The radiographs showed a well circumscribed lytic lesion in the distal pole of the scaphoid \[[Figure 1b](#F1){ref-type="fig"}\]. Computed tomography (CT) scan of the wrist showed a lytic lesion with a nidus in the center, with cortical perforations \[[Figure 1c](#F1){ref-type="fig"}\]. Magnetic resonance image (MRI) scan of the wrist showed a well defined eccentric lesion with sclerotic margins and central calcification involving the scaphoid, measuring 5 × 5 mm with inflammatory edema and synovitis of the periscaphoid region and articulations \[[Figure 2](#F2){ref-type="fig"}\].

![(a) Clinical photograph showing swelling at the dorso-radial aspect of the wrist (arrow). (b) Radiograph of the wrist showing an osteolytic lesion at the distal radial corner of the scaphoid with a central nidus. (c) The CT scan of the wrist showing lytic lesion with a nidus in the center. The arrows show the sites of cortical perforations (white arrow)](IJOrtho-46-599-g001){#F1}

![MRI scan of the wrist showing a well-defined T1- and T2-hypointense and gradient echo (GRE) and short-tau inversion recovery (STIR)-hyperintense lesion with a central hypointense nidus in all sequences involving the distal pole of scaphoid with bone marrow and soft tissue edema with synovitis of the wrist](IJOrtho-46-599-g002){#F2}

Dorsal approach was selected for the excision of the tumor and synovectomy as there was maximum swelling over the dorsoradial aspect of the wrist. On exploration, there was synovitis of the whole wrist joint, which resembled on naked eye as tubercular synovitis \[Figure [3a](#F3){ref-type="fig"},[b](#F3){ref-type="fig"}\]. There was inflammatory granulation tissue at the scapho-trapezio-trapezoidal joints. Thorough synovectomy was done. The perforation of the osteoid osteoma at the scaphoid was seen as a break in continuity of the surface of the scaphoid and inflammatory tissue protruded through it \[Figure [3a](#F3){ref-type="fig"},[b](#F3){ref-type="fig"}\]. The tumor along with the distal radial corner of the scaphoid was excised. Complete excision was confirmed by intraoperative X-rays \[[Figure 3c](#F3){ref-type="fig"}\]. The wrist was immobilized for 2 weeks and then mobilization was started. Patient was allowed free use of the hand at 1 month after surgery. The histopathology of the excised specimen confirmed it to be osteoid osteoma and its complete excision. The synovial tissue was reported to be of nonspecific inflammation. The patient recovered uneventfully and was using the hand comfortably at 6 weeks post surgery. At 1 year followup, there was complete resolution of symptoms and patient was back to normal activities. The range of movement at the wrist joint improved to dorsiflexion of 80° and palmar flexion of 40° \[Figure [4a](#F4){ref-type="fig"},[b](#F4){ref-type="fig"}\]. The grip strength of the left hand was 14 kg as compared to 18 kg at the dominant right hand. The radiograph at 1-year followup showed no recurrence of the tumor and there was no significant progression of arthritis at the intercarpal or radiocarpal joint \[Figure [4c](#F4){ref-type="fig"},[d](#F4){ref-type="fig"},[e](#F4){ref-type="fig"}\].

![(a, b) Intraoperative picture showing the exuberant synovitis (yellow arrow) and the site of cortical perforation with extruding granulation tissue (yellow arrow). (c) Post-excision radiograph of wrist (anteroposterior view) Yellow arrow showing excised part](IJOrtho-46-599-g003){#F3}

![(a, b) Clinical photograph showing range of motion at the wrist at 1-year followup. (c, d, e) Radiograph of the wrist at 1 year showed no recurrence and no significant progression of arthritis](IJOrtho-46-599-g004){#F4}
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Delay in diagnosis and missed diagnosis is common for carpal osteoid osteomas because of its rarity and variable presentations. The average duration of symptoms before diagnosis has been reported as high as 15 months.[@ref4] Themistocleous *et al*,[@ref5] reported a case of osteoid osteoma which was treated for a scaphoid fracture before presenting to them. Volpin *et al*,[@ref6] reported three cases of osteoid osteoma of wrist (one case had osteoid osteoma at the radial styloid and another two at the capitate) presenting with symptoms resembling tenosynovitis of wrist. Ozalp[@ref7] reported a case of osteoid osteoma that had undergone de Quervain release without relief before the patient presented to them.

Scaphoid osteoid osteomas can present with nonspecific symptoms like pain with swelling (synovitis and effusion), stiffness, and local warmth because of their intraarticular location.[@ref8] They may not cause night pain like the classical osteoid osteoma and may not respond to aspirin. De Smet[@ref1] has reported a case of osteoid osteoma of scaphoid who presented with synovitis. Ozalp[@ref7] reported synovitis at scapho-trapezio-trapezial articulation on exploration for scaphoid osteoid osteoma. Garg and Kapoor[@ref9] reported a case of osteoid osteoma of the scaphoid which presented with nonspecific symptoms and patient was initially suspected to have tuberculosis. However, CT scan of wrist showed classical features of osteoid osteoma. Degenerative arthritis, associated with osteoid osteomas of the carpus, has been described.[@ref2][@ref10] Katolik[@ref2] reported a case of arthritis of the wrist caused by the osteoid osteoma of the scaphoid in a young woman. Chevrot *et al*,[@ref10] reported arthritic changes in the wrist in association with capitate osteoid osteoma in a 22-year-old woman. De Smet[@ref3] reported a unique case of intraarticular perforation of osteoid osteoma of the radial styloid, causing synovitis of the wrist. We could not find any mention of this kind of perforation of scaphoid osteoid osteoma causing wrist synovitis.

Synovitis is a unique feature seen in association with intraarticularly located osteoid osteomas and is not seen in cases where the nidus in located in diaphysis. Its surgical removal results in remission of synovitis.[@ref8] The reason for the synovitis is not yet fully understood. Kawaguchi *et al*,[@ref8] proposed that cyclooxygenase-2 expression in osteoblasts within the nidus activates the arachidonic acid metabolic pathway and production of prostaglandins, which might induce synovitis in the adjacent joint. We suggest that intraarticular perforation as in our case probably results in leakage of more amount of cyclooxygenase-2 into the joint, and hence may result in more prostaglandin production and cause exuberant synovitis.

There have been few reports of spontaneous regression and encouraging results with medical treatment. However, this should be avoided for intraarticular osteoid osteomas of the wrist because delay in treatment may result in permanent damage to the joint due to the longstanding synovitis. Prompt surgical excision could possibly lessen the possibility of articular damage and subsequent degenerative arthritis in these patients.
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